Centers for Medicare & Medicaid Services

SPECIAL TERMS AND CONDITIONS

NUMBER: 11 -W-00 157/7
TITLE: Mississippi Section 1115 Family Planning Demonstration
AWARDEE: Mississippi Division of Medicaid (DOM)

PREFACE

The following are the Special Terms and Conditions (STCs) for the Mississippi family
planning section 1115(a) Medicaid demonstration (hereinafter “demonstration’). The parties
to this agreement are the Mississippi Division of Medicaid (DOM) Agency for Health Care
Administration and the Centers for Medicare & Medicaid Services (CMS). The STCs set
forth in detail the nature, character, and extent of federal involvement in the demonstration
and the state’s obligations to CMS during the life of the demonstration. The STCs are
effective as January 1, 2015 through December 31, 2017, unless otherwise specified. All
previously approved STCs, waivers, and expenditure authorities are superseded by the STCs
set forth below. This demonstration is approved through December 31, 2017.

The STCs have been arranged into the following subject areas:

I.  Preface

Il.  Program Description and Objectives

[1l.  General Program Requirements

IV. Eligibility

V. Benefits and Delivery Systems

VI. General Reporting Requirements

VII. General Financial Requirements

VI11. Monitoring Budget Neutrality

IX. Evaluation

X.  Schedule of State Deliverables during the Demonstration
Appendix A: Template for Quarterly Operational Reports
Appendix B: Template for Annual Reports

PROGRAM DESCRIPTION AND HISTORICAL CONTEXT

Demonstration Description

Effective through December 31, 2017, the Mississippi family planning section 1115(a)
Medicaid (FPW) demonstration provides family planning and family planning-related
services to women who are losing Medicaid pregnancy coverage at the expiration of the 60-
day postpartum period and individuals (men and women), ages 13 through 44, who have
family income at or below 194 percent of the federal poverty level (FPL) (post Modified
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Adjust Gross Income (MAGI) conversion), and who are not otherwise enrolled in Medicaid,
Children Health Insurance Plan (CHIP), or has other health insurance coverage that provides
family planning services.

Historical Context

The initial FPW demonstration was approved for a 5-year period on January 31, 2003 and
implemented October 1, 2003. The demonstration was extended on October 30, 2008
through September 30, 2011. The demonstration has been temporarily extended through
December 31. 2014.

Since the implementation of the demonstration over 334,000 women have accessed family
planning services. Annual enrollment is approximately 26,600 individuals.

Demonstration Purpose
Under this demonstration, Mississippi expects to promote the objectives of Title XIX by:

e Improving the access to and use of Medicaid family planning services by women who
have received a Medicaid pregnancy related service;

e Improving birth outcomes and the health of women by increasing the child spacing
interval among women in the target population;

e Decreasing the number of Medicaid paid deliveries, which will reduce annual
expenditures for prenatal, delivery, newborn and infant care;

e Reducing the number of unintended and unwanted pregnancies among women
eligible for Medicaid,

e Reducing teen pregnancy by reducing the number of repeat teen births; and,

e Increasing the overall savings attributable to providing family planning services by
covering women for 1 year postpartum.

GENERAL PROGRAM REQUIREMENTS

Compliance with Federal Non-Discrimination Statutes. The state must comply with all
applicable federal statutes relating to non-discrimination. These include, but are not limited
to, the Americans with Disabilities Act of 1990, Title V1 of the Civil Rights Act of 1964,
section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975.

Compliance with Medicaid Law, Regulation, and Policy. All requirements of the
Medicaid programs expressed in law, regulation, and policy statement not expressly waived
or identified as not applicable in the waiver and expenditure authority documents (of which
these terms and conditions are part), must apply to the demonstration.

Changes in Medicaid Law, Regulation, and Policy. The state must, within the timeframes
specified in law, regulation, court order, or policy statement, come into compliance with any
changes in federal law, regulation, or policy affecting the Medicaid programs that occur
during this demonstration approval period, unless the provision being changed is explicitly
waived or identified as not applicable.
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4.

7.

Impact on Demonstration of Changes in Federal Law, Regulation, and Policy
Statements.

a) To the extent that a change in federal law, regulation, or policy requires either a reduction
or an increase in federal financial participation (FFP) for expenditures made under this
demonstration, the state must adopt, subject to CMS approval, a modified budget
neutrality agreement for the demonstration as necessary to comply with such change.

The modified agreement will be effective upon the implementation of the change.

b) If mandated changes in the federal law require state legislation, the changes must take
effect on the day, such state legislation becomes effective, or on the last day such
legislation was required to be in effect under the law.

Changes Subject to the Amendment Process. Changes related to eligibility, enrollment,
benefits, delivery systems, cost sharing, sources of non-federal share of funding, budget
neutrality, and other comparable program elements in these STCs must be submitted to CMS
as amendments to the demonstration. All amendment requests are subject to approval at the
discretion of the Secretary in accordance with section 1115 of the Social Security Act (the
Act). The state must not implement changes to these elements without prior approval by
CMS. Amendments to the demonstration are not retroactive and FFP will not be available
for changes to the demonstration that have not been approved through the amendment
process set forth in STC 6 below. The state will notify CMS of proposed demonstration
changes at the quarterly monitoring call, as well as in the written quarterly report, to
determine if a formal amendment is necessary.

Amendment Process. Requests to amend the demonstration must be submitted to CMS for
approval no later than 120 days prior to the planned date of implementation of the change
and may not be implemented until approved. CMS reserves the right to deny or delay
approval of a demonstration amendment based on non-compliance with these STCs,
including but not limited to failure by the state to submit required reports and other
deliverables in a timely fashion according to the deadlines specified therein. Amendment
requests must include, but are not limited to, the following:

a) An explanation of the public process used by the state consistent with the requirements of
STC 13 to reach a decision regarding the requested amendment;

b) A data analysis which identifies the specific impact of the proposed amendment on the
current budget neutrality expenditure limit.

c) A detailed description of the amendment, including impact on beneficiaries, with
sufficient supporting documentation; and

d) If applicable, a description of how the evaluation design must be modified to incorporate
the amendment provisions.

Extension of the Demonstration.
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a) States that intend to request demonstration extensions under sections 1115(e) or 1115(f)
are advised to observe the timelines contained in those statutes. Otherwise, no later than
12 months prior to the expiration date of the demonstration, the chief executive officer of
the state must submit to CMS either a demonstration extension request or a phase-out
plan consistent with the requirements of STC 8.

b) Compliance with Transparency Requirements at 42 CFR 8431.412: As part of the
demonstration extension request, the state must provide documentation of compliance
with the public notice requirements outlined in STC 13, as well as include the following
supporting documentation:

i) Demonstration Summary and Objectives: The state must provide a narrative summary
of the demonstration project, reiterate the objectives set forth at the time the
demonstration was proposed and provide evidence of how these objectives have been
met as well as future goals of the program. If changes are requested, a narrative of
the changes being requested along with the objective of the change and desired
outcomes must be included.

i) Special Terms and Conditions (STCs): The state must provide documentation of its
compliance with each of the STCs. Where appropriate, a brief explanation may be
accompanied by an attachment containing more detailed information. Where the
STCs address any of the following areas, they need not be documented a second time.

iii) Waiver and Expenditure Authorities: The state must provide a list along with a
programmatic description of the waivers and expenditure authorities that are being
requested in the extension.

iv) Quality: The state must provide summaries of External Quality Review Organization
(EQRO) reports, managed care organization (MCO) and state quality assurance
monitoring, and any other documentation of the quality of care provided under the
demonstration.

v) Compliance with the Budget Neutrality Limit: The state must provide financial data
(as set forth in the current STCs) demonstrating the state’s detailed and aggregate,
historical and projected budget neutrality status for the requested period of the
extension as well as cumulatively over the lifetime of the demonstration. In doing so,
CMS will take into account the best estimate of current trend rates at the time of the
extension. In addition, the state must provide up to date responses to the CMS
Financial Management standard questions. If Title XXI funding is used in the
demonstration, a CHIP Allotment Neutrality worksheet must be included.

vi) Draft report with Evaluation Status and Findings: The state must provide a narrative

summary of the evaluation design, status (including evaluation activities and findings
to date), and plans for evaluation activities during the extension period. The narrative
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is to include, but not be limited to, describing the hypotheses being tested and any
results available.

vii) Demonstration of Public Notice 42 CFR 8431.408: The state must provide
documentation of the state’s compliance with public notice process as specified in 42
CFR 8431.408 including the post-award public input process described in 42 CFR
8431.420(c) with a report of the issues raised by the public during the comment
period and how the state considered the comments when developing the
demonstration extension application.

8. Demonstration Transition and Phase-Out. The state may only suspend or terminate this
demonstration in whole or in part consistent with the following requirements:

a)

b)

d)

Notification of Suspension or Termination: The state must promptly notify CMS in
writing of the reason(s) for the suspension or termination, together with the effective date
and a phase-out plan. The state must submit its notification letter and a draft phase-out
plan to CMS no less than six (6) months before the effective date of the demonstration’s
suspension or termination. Prior to submitting the draft phase-out plan to CMS, the state
must publish on its website the draft phase-out plan for a 30-day public comment period.
In addition, the state must conduct tribal consultation in accordance with its approved
tribal consultation State Plan Amendment. Once the 30-day public comment period has
ended, the state must provide a summary of each public comment received, the state’s
response to the comment and how the state incorporated the received comment into a
revised phase-out plan.

Plan Approval: The state must obtain CMS approval of the transition and phase-out plan
prior to the implementation of the phase-out activities. Implementation of phase-out
activities must be no sooner than 14 days after CMS approval of the phase-out plan.

Transition and Phase-out Plan Requirements: The state must include, at a minimum, in
its phase-out plan the process by which it will notify affected beneficiaries, the content of
said notices (including information on the beneficiary’s appeal rights), the process by
which the state will conduct administrative reviews of Medicaid eligibility for the
affected beneficiaries, and ensure ongoing coverage for eligible individuals, as well as
any community outreach activities and community resources that are available.

Phase-out Procedures: The state must comply with all notice requirements found in 42
CFR 88431.206, 431.210 and 431.213. In addition, the state must assure all appeal and
hearing rights afforded to demonstration participants as outlined in 42 CFR §8431.220
and 431.221. If a demonstration participant requests a hearing before the date of action,
the state must maintain benefits as required in 42 CFR 8431.230. In addition, the state
must conduct administrative renewals for all affected beneficiaries in order to determine
if they qualify for Medicaid eligibility under a different eligibility category as found in 42
CFR § 435.916.
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9.

10.

11.

12.

e) Exemption from Public Notice Procedures 42.CFR Section 431.416(g): CMS may
expedite the federal and state public notice requirements in the event it determines that
the objectives of Titles X1X and XXI would be served or under circumstances described
in 42 CFR section 431.416(9).

f) Federal Financial Participation (FFP): If the project is terminated or any relevant waivers
suspended by the state, FFP shall be limited to normal closeout costs associated with
terminating the demonstration including services and administrative costs of disenrolling
participants.

g) Post Award Forum: Within six months of the demonstration’s implementation, and
annually thereafter, the state will afford the public with an opportunity to provide
meaningful comment on the progress of the demonstration. At least 30 days prior to the
date of the planned public forum, the state must publish the date, time and location of the
forum in a prominent location on its website. The state can use either its Medical Care
Advisory Committee, or another meeting that is open to the public and where an
interested party can learn about the progress of the demonstration to meet the
requirements of this STC. The state must include a summary of the comments and issues
raised by the public at the forum and include the summary in the quarterly report, as
specified in STC 26 associated with the quarter in which the forum was held. The state
must also include the summary in its annual report as required in STC 2 7.

CMS Right to Terminate or Suspend. CMS may suspend or terminate the demonstration,
in whole or in part, at any time before the date of expiration, whenever it determines
following a hearing that the state has materially failed to comply with the terms of the
project. CMS will promptly notify the State in writing of the determination and the reasons
for the suspension or termination, together with the effective date.

Finding of Non-Compliance. The state does not relinquish its rights to challenge the CMS
finding that the state materially failed to comply with the terms of this agreement.

Withdrawal of Waiver Authority. CMS reserves the right to withdraw waivers or
expenditure authorities at any time it determines that continuing the waivers or expenditure
authorities would no longer be in the public interest or promote the objectives of Title XIX.
CMS must promptly notify the state in writing of the determination and the reasons for the
withdrawal, together with the effective date, and must afford the state an opportunity to
request a hearing to challenge CMS’ determination prior to the effective date. If a waiver or
expenditure authority is withdrawn, FFP is limited to normal closeout costs associated with
terminating the waiver or expenditure authorities, including services and administrative costs
of disenrolling participants.

Adequacy of Infrastructure. CMS and the state acknowledge while funding is subject to
appropriation from the state legislature, the state must ensure the availability of adequate
resources for implementation and monitoring of the demonstration, including education,
outreach, and enrollment; maintaining eligibility systems applicable to the demonstration;
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13.

14.

15.

16.

compliance with cost sharing requirements to the extent they apply; and reporting on
financial and other demonstration components.

Public Notice, Tribal Consultation, and Consultation with Interested Parties. The state
must continue to comply with the State Notice Procedures set forth in 59 Fed. Reg. 49249
(September 27, 1994) and the tribal consultation requirements set out at section 1902(a)(73)
of the Act as added by section 5006(e) of the American Recovery and Reinvestment Act
(P.L. 111-5) and the tribal consultation requirements as outlined in the state’s approved state
plan, when any program changes to the demonstration, including (but not limited to) those
referenced in STC 5, are proposed by the state. In states with federally recognized Indian
tribes, Indian health programs, and/or Urban Indian organizations, the state is required to
submit evidence to CMS regarding the solicitation of advice from these entities prior to
submission of any demonstration proposal, amendment and/or renewal of this demonstration.
The state must also comply with the Public Notice Procedures set forth in 42 CFR 8§447.205
for changes in statewide methods and standards for setting payment rates.

FFP. No federal matching funds for expenditures for this demonstration will take effect until
the effective date identified in the demonstration approval letter.

ELIGIBILITY

Use of Modified Adjusted Gross Income (MAGI) Based Methodologies. The state must

use the state’s CMS-approved MAGI standard for determination of eligibility for the
demonstration. Any other Medicaid State Plan Amendments to the eligibility standards and
methodologies for these eligibility groups or any future CMS-approved revisions to the
state’s MAGI standard taking place during the approval period will apply to this
demonstration.

Eligibility Requirements. Family planning and family planning related services are
provided to eligible individuals, provided the individual is redetermined eligible for the
program on an annual basis. Additionally, the state will provide 12 month continuous
eligibility, and not require reporting of changes in income or household size for this 12-
month period, for an individual found to be income-eligible for this demonstration upon
initial application or annual redetermination.

Effective through December 31, 2017, the state must enroll only women and men, ages 13
through 44, into the demonstration who are not otherwise enrolled in Medicaid, CHIP, or has
other health insurance coverage that provides family planning services, and who meet the
following eligibility criteria:

1. Women losing Medicaid pregnancy coverage at the expiration of the 60-day postpartum
period;

2. Women who have family income at or below 194 percent of the FPL (post Modified
Adjust Gross Income (MAGI) conversion) who are capable of reproducing; and
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3. Men who have family income at or below 194 percent of the FPL (post MAGI
conversion) who are capable of reproducing.

17. Redeterminations. The state must ensure that redeterminations of eligibility for the
demonstration are conducted at least every 12 months. At the state’s option,
redeterminations may be administrative in nature.

18. Demonstration Disenrollment. If a woman becomes pregnant while enrolled in the
demonstration, she may be determined eligible for Medicaid under the state plan. The state
must not submit claims under the demonstration for any woman who is found to be eligible
under the Medicaid state plan. In addition, women and men who receive a sterilization
procedure and complete all necessary follow-up procedures will be disenrolled from the
demonstration.

BENEFITS AND DELIVERY SYSTEMS

19. Family Planning Benefits. Family planning services and supplies described in section
1905(a)(4)(C) and are limited to those services and supplies whose primary purpose is family
planning and which are provided in a family planning setting. As the FPW is limited to a
specific category of benefits to treat specific medical conditions, the demonstration is not
recognized as Minimum Essential Coverage (MEC) consistent with the guidance set forth in
the State Health Official Letter #14-002, issued by CMS on November 7, 2014.

Family planning services and supplies are reimbursable at the 90 percent matching rate,
including:

a) Approved methods of contraception;

b) Sexually transmitted infection (ST1)/sexually transmitted disease (STD) testing, Pap
smears and pelvic exams. Laboratory tests done during an initial family planning visit
for contraception include a Pap smear, screening tests for STIs/STDs, blood count and
pregnancy test. Additional screening tests may be performed depending on the method of
contraception desired and the protocol established by the clinic, program or provider.
Additional laboratory tests may be needed to address a family planning problem or need
during an inter-periodic family planning visit for contraception.

b) Drugs, supplies, or devices related to women’s health services described above that are
prescribed by a health care provider who meets the state’s provider enrollment
requirements (subject to the national drug rebate program requirements); and

c) Contraceptive management, patient education, and counseling.
20. Family Planning-Related Benefits. Family planning-related services and supplies are
defined as those services provided as part of or as follow-up to a family planning visit and

are reimbursable at the state’s regular Federal Medical Assistance Percentage (FMAP) rate.
Such services are provided because a “family planning-related” problem was identified
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VI.

21.

22.

23.

24,

and/or diagnosed during a routine or periodic family planning visit. Examples of family
planning-related services and supplies include:

a) Colposcopy (and procedures done with/during a colposcopy) or repeat Pap smear
performed as a follow-up to an abnormal Pap smear which is done as part of a
routine/periodic family planning visit.

b) Drugs for the treatment of STIs/STDs, except for HIV/AIDS and hepatitis, when the
STI/STD is identified/ diagnosed during a routine/periodic family planning visit. A
follow-up visit/encounter for the treatment/drugs and subsequent follow-up visits to
rescreen for STIs/STDs based on the Centers for Disease Control and Prevention
guidelines may be covered.

c) Drugs/treatment for vaginal infections/disorders, other lower genital tract and genital
skin infections/disorders, and urinary tract infections, where these conditions are
identified/diagnosed during a routine/periodic family planning visit. A follow-up
visit/encounter for the treatment/ drugs may also be covered.

d) Other medical diagnosis, treatment, and preventive services that are routinely provided
pursuant to family planning services in a family planning setting. An example of a
preventive service could be a vaccination to prevent cervical cancer.

e) Treatment of major complications arising from a family planning procedure such as:
i) Treatment of a perforated uterus due to an intrauterine device insertion;
i) Treatment of severe menstrual bleeding caused by a Depo-Provera injection requiring
a dilation and curettage; or
iii) Treatment of surgical or anesthesia-related complications during a sterilization
procedure.

Primary Care Referrals. Primary care referrals to other social service and health care
providers as medically indicated are provided; however, the costs of those primary care
services are not covered for enrollees of this demonstration. The state must facilitate access
to primary care services for participants, and must assure CMS that written materials
concerning access to primary care services are distributed to demonstration participants. The
written materials must explain to the participants how they can access primary care services.

Services. Services provided through this demonstration are paid fee for service (FFS).
GENERAL REPORTING REQUIREMENTS

General Financial Requirements. The state must comply with all general financial
requirements under Title X1X set forth in section VII.

Reporting Requirements Relating to Budget Neutrality. The state must comply with all
reporting requirements for monitoring budget neutrality as set forth in section VIII.
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25. Monitoring Calls. CMS and the state will participate in quarterly conference calls following
the receipt of the quarterly reports unless CMS determines that more frequent calls are
necessary to adequately monitor the demonstration. The purpose of these calls is to discuss
any significant actual or anticipated developments affecting the demonstration. Areas to be
addressed include, but are not limited to, health care delivery, enroliment, quality of care,
access, benefits, anticipated or proposed changes in payment rates, audits, lawsuits, financial
reporting and budget neutrality issues, progress on evaluations, state legislative
developments, and any demonstration amendments the state is considering submitting. The
state and CMS will discuss quarterly expenditure reports submitted by the state for purposes
of monitoring budget neutrality. CMS will update the state on any amendments under review
as well as federal policies and issues that may affect any aspect of the demonstration. The
state and CMS will jointly develop the agenda for the calls.

26. Quarterly Operational Reports. The state must submit progress reports no later than 60
days following the end of each quarter for every demonstration year (DY) within the format
outlined in Appendix A. The intent of these reports is to present the state’s data along with
an analysis of the status of the various operational areas under the demonstration. These
quarterly reports must include, but are not limited to:

a) Quarterly expenditures for the demonstration population, with administrative costs
reported separately;

b) Quarterly enrollment reports for demonstration enrollees (enrollees include all
individuals enrolled in the demonstration) that include the member months for each DY,
as required to evaluate compliance with the budget neutral agreement and as specified in
STC 34;

c) Total number of participants served monthly during the quarter for each DY (participants
include all individuals who obtain one or more covered family planning services through
the demonstration);

d) Events occurring during the quarter, or anticipated to occur in the near future that affect
health care delivery, benefits, enrollment, systems, grievances, quality of care, access,
payment rates, pertinent legislative activity, eligibility verification activities, eligibility
redetermination processes (including the option to utilize administrative redetermination),
and other operational issues;

e) Notification of any changes in enrollment and/or participation that fluctuate 10 percent or
more in relation to the previous quarter within the same DY and the same quarter in the
previous DY

f) Action plans for addressing any policy, administrative or budget issues identified;

g) An updated budget neutrality monitoring worksheet; and

h) Evaluation activities and interim findings.

Approval Period: January 1, 2015 through December 31, 2017 Page 10 of 34



VII.

27. Annual Report. The annual report is due 90 days following the end of the fourth quarter of
each DY within the format outlined in Appendix B. The report must include a summary of
the year’s preceding activity as well as the following:

a) Total annual expenditures for the demonstration population for each DY, with
administrative costs reported separately;

b) The average total Medicaid expenditures for a Medicaid-funded birth each DY. The cost
of a birth includes prenatal services and delivery and pregnancy-related services and
services to infants from birth up to age 1 (the services should be limited to the services
that are available to women who are eligible for Medicaid because of their pregnancy and
their infants);

c) The number of actual births that occur to family planning demonstration participants
within the DY (participants include all individuals who obtain one or more covered
medical family planning services through the family planning program each year);

d) Yearly enrollment reports for demonstration enrollees for each DY (enrollees include all
individuals enrolled in the demonstration) that include the member months, as required
to evaluate compliance with the budget neutral agreement and as specified in STC 34;

e) Total number of participants for the DY (participants include all individuals who obtain
one or more covered family planning services through the demonstration);

f) A summary of program integrity and related audit activities for the demonstration,
including an analysis of point-of-service eligibility procedures;

g) Evaluation activities and interim findings;
h) An updated budget neutrality monitoring worksheet; and

i) Contraceptive Methods. Using the Contraceptive Methods chart in Appendix B, the
Template for the Annual Report, report the number of each contraceptive method
dispensed in the previous demonstration year and the number of unique contraceptive
users. This data will be used to identify the number of unique beneficiaries who received
a given method in the previous year.

28. Final Report. The state must submit a final demonstration report to CMS to describe the
impact of the demonstration, including the extent to which the state met the goals of the
demonstration. The draft report will be due to CMS 180 days after the expiration of the
demonstration. CMS must provide comments within 60 days of receipt of the draft final
demonstration report. The state must submit a final demonstration report within 60 days of
receipt of CMS comments.

GENERAL FINANCIAL REQUIREMENTS
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29. Quarterly Expenditure Reports. The state must provide quarterly expenditure reports using
the Form CMS-64 to report total expenditures for services provided under the Medicaid
program, including those provided through the demonstration under section 1115 authority.
This project is approved for expenditures applicable to services rendered during the
demonstration period. CMS must provide FFP for allowable demonstration expenditures
only as long as they do not exceed the pre-defined limits on the costs incurred as specified in
Section VIII.

30. Reporting Expenditures Subject to the Title XIX Budget Neutrality Agreement. The
following describes the reporting of expenditures subject to the budget neutrality limit:

a) Tracking Expenditures. In order to track expenditures under this demonstration,
Mississippi must report demonstration expenditures through the Medicaid and CHIP
Budget and Expenditure System (MBES/CBES); following routine CMS-64 reporting
instructions outlined in section 2500 of the State Medicaid Manual. All demonstration
expenditures claimed under the authority of Title X1X of the Act and subject to the
budget neutrality expenditure limit must be reported each quarter on separate Forms
CMS-64.9 Waiver and/or 64.9P Waiver, identified by the demonstration project number
assigned by CMS, including the project number extension, which indicates the DY in
which services were rendered or for which capitation payments were made.

b) Cost Settlements. For monitoring purposes, cost settlements attributable to the
demonstration must be recorded on the appropriate prior period adjustment schedules
(Form CMS-64.9P Waiver) for the Summary Sheet Line 10B, in lieu of Lines 9 or 10C.
For any other cost settlements not attributable to this demonstration, the adjustments
should be reported on lines 9 or 10C as instructed in the State Medicaid Manual.

c) Use of Waiver Forms. The state must report demonstration expenditures on separate
Forms CMS-64.9 Waiver and/or 64.9P Waiver each quarter to report Title X1X
expenditures for demonstration services.

31. Title XIX Administrative Costs. Administrative costs will not be included in the budget
neutrality agreement, but the state must separately track and report additional administrative
costs that are directly attributable to the demonstration. All administrative costs must be
identified on the Forms CMS-64.10.

32. Claiming Period. All claims for expenditures subject to the budget neutrality agreement
(including any cost settlements) must be made within 2 years after the calendar quarter in
which the state made the expenditures. All claims for services during the demonstration
period (including any cost settlements) must be made within 2 years after the conclusion or
termination of the demonstration. During the latter 2-year period, the state must continue to
identify separately net expenditures related to dates of service during the operation of the
demonstration on the CMS-64 waiver forms in order to properly account for these
expenditures in determining budget neutrality.
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33. Reporting Member Months. The following describes the reporting of member months for
the demonstration:

a. For the purpose of calculating the budget neutrality expenditure limit, the state must
provide to CMS, as part of the quarterly and annual reports as required under STC 26 and
27 respectively, the actual number of eligible member months for all demonstration
enrollees. The state must submit a statement accompanying the quarterly and annual
reports, certifying the accuracy of this information.

b. The term “eligible member months” refers to the number of months in which persons
enrolled in the demonstration are eligible to receive services. For example, a person who
is eligible for three months contributes three eligible member months to the total. Two
individuals who are eligible for two months each contribute two eligible member months
to the total, for a total of four eligible member months.

34. Standard Medicaid Funding Process. The standard Medicaid funding process must be
used during the demonstration. The state must estimate matchable demonstration
expenditures (total computable and federal share) subject to the budget neutrality expenditure
limit and separately report these expenditures by quarter for each federal fiscal year on the
Form CMS-37 for both the Medical Assistance Payments (MAP) and State and Local
Administration Costs (ADM). CMS shall make federal funds available based upon the
state’s estimate, as approved by CMS. Within 30 days after the end of each quarter, the state
must submit the Form CMS-64 quarterly Medicaid expenditure report, showing Medicaid
expenditures made in the quarter just ended. CMS shall reconcile expenditures reported on
the Form CMS-64 with federal funding previously made available to the state, and include
the reconciling adjustment in the finalization of the grant award to the state.

35. Extent of Federal Financial Participation (FFP) for the Demonstration. CMS shall
provide FFP for family planning and family planning-related services and supplies at the
applicable federal matching rates described in STC 20 and 21, subject to the limits and
processes described below:

a) For family planning services, reimbursable procedure codes for office visits, laboratory
tests, and certain other procedures must carry a primary diagnosis or a modifier that
specifically identifies them as a family planning service.

b) Allowable family planning expenditures eligible for reimbursement at the enhanced
family planning match rate, as described in STC 20, should be entered in Column (D) on
the Forms CMS-64.9 Waiver.

c) Allowable family planning-related expenditures eligible for reimbursement at the FMAP
rate, as described in STC 20, should be entered in Column (B) on the Forms CMS-64.9
Waiver.

d) FFP will not be available for the costs of any services, items, or procedures that do not
meet the requirements specified above, even if family planning clinics or providers
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36.

37.

provide them. For example, in the instance of testing for STIs as part of a family
planning visit, FFP will be available at the 90 percent federal matching rate. The match
rate for the subsequent treatment would be paid at the applicable federal matching rate for
the state. For testing or treatment not associated with a family planning visit, no FFP will
be available.

e) Pursuant to 42 CFR 433.15(b)(2), FFP is available at the 90 percent administrative match
rate for administrative activities associated with administering the family planning
services provided under the demonstration including the offering, arranging, and
furnishing of family planning services. These costs must be allocated in accordance with
OMB Circular A-87 cost allocation requirements. The processing of claims is
reimbursable at the 50 percent administrative match rate.

Sources of Non-Federal Share. The state must certify that matching the non-federal share
of funds for the demonstration are state/local monies. The state further certifies that such
funds must not be used to match for any other federal grant or contract, except as permitted
by law. All sources of non-federal funding must be compliant with section 1903(w) of the
Act and applicable regulations. In addition, all sources of the non-federal share of funding
are subject to CMS approval.

a) CMS shall review the sources of the non-federal share of funding for the demonstration at
any time. The state agrees that all funding sources deemed unacceptable by CMS must
be addressed within the time frames set by CMS.

b) Any amendments that impact the financial status of the program must require the state to
provide information to CMS regarding all sources of the non-federal share of funding.

State Certification of Funding Conditions. The state must certify that the following
conditions for non-federal share of demonstration expenditures are met:

a) Units of government, including governmentally operated health care providers, may
certify that state or local tax dollars have been expended as the non-federal share of funds
under the demonstration.

b) To the extent the state utilizes certified public expenditures (CPEs) as the funding
mechanism for Title XIX (or under section 1115 authority) payments, CMS must approve
a cost reimbursement methodology. This methodology must include a detailed
explanation of the process by which the state would identify those costs eligible under
Title XIX (or under section 1115 authority) for purposes of certifying public
expenditures.

c) To the extent the state utilizes CPEs as the funding mechanism to claim federal match for
payments under the demonstration, governmental entities to which general revenue funds
are appropriated must certify to the state the amount of such tax revenue (state or local)
used to satisfy demonstration expenditures. The entities that incurred the cost must also
provide cost documentation to support the state’s claim for federal match.
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38.

39.

40.

41.

d) The state may use intergovernmental transfers to the extent that such funds are derived
from state or local tax revenues and are transferred by units of government within the
state. Any transfers from governmentally operated health care providers must be made in
an amount not to exceed the non-federal share of Title XIX payments. Under all
circumstances, health care providers must retain 100 percent of the claimed expenditure.
Moreover, no pre-arranged agreements (contractual or otherwise) exist between health
care providers and state and/or local government to return and/or redirect any portion of
the Med